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HISTORY 


Dear Dr. Grewal, 


Thank you kindly for your referral. | had the opportunity to meet with Mr. Jirasek today on November 
23, 2021 at Restore Sports Medicine in Burnaby BC. 


REASON FOR REFERRAL: Thoracic back pain 


CLINICAL HISTORY: As you know, Mr. Jirasek is a 65 year old RHD male referred for further 
evaluation of back pain following a worksite sustained injury that occurred on December 23, 2014. Mr. 
Jirasek tells me the mechanism of injury described for the December 23, 2014 accident was the direct 
impact on the top of Mr. Jirasek's head by a huge excavator bucket. He was wearing a helmet and was 
struck to the ground. He states there was damage to his helmet. He denies loss of consciousness, 
however states that he was confused and had some confusion for over 2 months post accident. Given 
the mechanism of injury it is presumed that he would have had a significant axial load applied to his 
head and spine. He states 6 months after the initial accident he had a 2nd accident. In his accident he 
reportedly tore the surround is muscle in his back which worsened his pain. He tells me his pain started 
on the right side of his mid back and states the focal area mainly is between the 6th and 9th ribs. He 
states imaging of the thoracic and rib area was done and he was diagnosed with an un-displaced broken 
right 6th rib. He states further imaging revealed he did not have a rib fracture. Since the injury, he has 
had numerous investigations and has been seen by multiple physicians and specialists. He states his 
original family doctor was Dr. David Hazlett and he was referred to a muscle specialist with a long wait. 
He states the first muscle specialist he saw was Dr. Wee, physiatrist. He states he was emotional at her 
response and advised physical therapy. He states he saw another specialist Dr. Hirsch in Dec 2017. He 
states he took measurements of his height. He states he was recommended water therapy which he 
states he has been doing. Mr. Jirasek also was seen by Dr. Helene Bertrand in 2018, family practice 
physician with special interest in back pain with diagnoses including cervical spondylosis from crush 
injury, thoracic spine spondylosis from crush injury, lumbar spondylosis from crush injury, tendinitis of 
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sore as posterior inferior on right 9th rib. She recommended a series of prolotherapy for the neck, 
thoracic and lumbar spine. She did do a single 25% dextrose prolotherapy injection in early March 2018 
at the level of the quadratus lumborum, thoracic spine area near the attachment of the 9th rib. This was 
advised to promote better healing of the tendons in this area. She states however due to his movement 
only partial treatment was completed. He states the injection was painful and did not offer benefit. Dr. 
Bertrand went on to see him for several visits with assessment and no further injections and 
recommended prolotherapy which is not covered under MSP. These treatments are expensive and he 
states he was not able to have it done due to financial reasons. He states she also recommended a 
support sacroiliac belt. He states he was unable to have these treatments due to financial reasons. He 
saw physiatrist, Dr. Heather Underwood in Feb, 2020. She diagnosed soft tissue injuries and advised 
conservative care. He was also seen by ChangePain clinic seeing 2-3 physicians with suggestions for 
medications and ketamine infusion. e states he was unable to have these treatments due to financial 
reasons. costly. Further treatment have included physical therapy, chiropractic care and massage 
therapy however he states minimal to no benefit and he thinks "they made his pain worse." He states 
the chiropractor wanted to do decompression therapies however again this was costly. He brings a 
paper package with extensive records with him today. He states he has been in a legal battle with 
WSBC for the past 7 years which he tells me is in appeal. He is focused on the WBSC case. | did explain 
my role as anon Work safe physician and my role as a specialist is to do a thorough history, 
comprehensive physical examination and provide my diagnoses and recommendations for management 
and treatment. We discussed | can offer the facts and help support him based on his clinical records, 
patient history and examination however it is WSBC who will make the ultimate decision after 
reviewing his case. Dr. Grewal, his current family physician also documents, Mr. Jirasek has suffered 
from psychological trauma and was under the care of a Psychiatrist and advised he has Cluster B 
personality traits and depression. In addition he states since the accident he has suffered with tinnitus, 
ringing in the ears that is 24/7. He states he has had this since the first accident and has seen ENT 
specialists and reports he was told he has "hearing cortex damage." There is extensive records and 
imaging reports and consultations were reviewed. 


Today he localizes pain to the mid thoracic region on the right and points along the ribs and along the 
paraspinals. He states pain is mostly constant but the intensity of pain can come and go. He states the 
pain seems to be getting worse. He endorses various pain sensations and describes pins and needles, 
pressure, sharp, and stabbing pain. He states the pain is severe and rates it today 9/10. He reports pain 
is worse with bending, twisting the spine, lifting more then 2 pounds, exercise, walking and sitting. He 
reports alleviating factors include laying down, whirlpool, water therapy. He reports for many years the 
pain stayed to the mid back however now he is having pain that refers into his neck and lower back. He 
reports some occasional pain into his arms and tingling. Current treatment includes some light 
stretching, water therapy and Hydromorphone half to one tablet as needed. He states sleep is 
disturbed and he can not lay on his right side. He reports he has been involved with this case for many 
years and it is wearing him mentally and physically. He states he has depressed mood as he is on 
disability and is limited with all his activities and this has affected his quality of life. He states he has lost 
height, 3.8cm as he reports his "spine is deteriorating." He does not have friends or family support. He 
states when he "told his Mom she went on to have a stroke and blames the stroke due to the stress" of 
her son's condition. He denies any referred pain into the legs. He has limited walking and uses a walker. 
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He reports general weakness with no specific focal extremity weakness or motor deficits. He reports 
occasional radicular and neuropathic features of the arms and right flank. He denies any changes in 
bowel or bladder and no specific balance deficits or falls. no hand dexterity concerns. 


There is no antecedent history of neck or upper back, thoracic spine or rib injury. There is no 
antecedent history of any psychiatric conditions. There is no antecedent history of any neurological 
disorders or head injury. There is documentation for a history for a low back issue in 2009, that 
resolved without sequelae. 


PAST MEDICAL HISTORY: Diabetes, HTN, Hypercholesterolemia. Left hand surgery done in Czech 
Republic around 1982. 


FAMILY HISTORY: Unremarkable. There is no family history of neurological disorders, autoimmune 
diseases including psoriasis, thyroid disease, inflammatory bowel disease, uveifis, MS, rheumatoid 
arthritis or lupus. 


WORK/SOCIAL HISTORY: Unemployed. On disability. Single. He lives in Burnaby, alone. He has no 
relatives or social friends. He reports poor social and support system. He has no recreational activities 
or hobbies. He does minimal walking. He states prior to his accident he was very active and enjoyed 
skiing, tennis, hiking and karate. Alcohol intake: 2 beer or glass of wine weekly. Smoking: He was a 
former smoker and quit decades ago. Recreational drugs: 


MEDICATIONS: Citalopram 10mg once daily, Perindopril 4mg once daily, Rosuvastatin 10mg once daily, 
Gliclazide 30mg once daily, Tamsulosin 0.4mg once daily, and Metformin 500mg twice daily 


ALLERGIES: Dilaudid 


PHYSICAL EXAMINATION: He comes into the room with a walker and is stooped forward with 
significant thoracic kyphosis. He has steady gait. Upon standing observation he has anterior pelvic tilt 
with significant atrophy of the buttock muscles. He has loss of lumbar lordosis. Limited thoracic and 
lumbar exam due to pain. There is pain with all testing today. Lumbar flexion with fingertips to mid 
thigh. There is minimal movement of the thoracic and lumbar segments. Limited extension 10 degrees. 
There is near nil lumbar rotation to the right and minimal rotation to the left. Lumbar facet loading 
limited with no extension or rotation to the right. Negative slump test and straight leg raise bilaterally. 
There is diffuse significant tenderness and myofascial taut bands with objective hypertonicity from 
T4-T10 paraspinals. There is diffuse tenderness over the right flank and ribs 6 through 10. There is pain 
with rib squeeze test limited to not cause aggravation. There is tenderness along the intercostal ribs on 
the right. He reports some decreased sensation of the right flank. There is mild tenderness over the 
sacrum and sacroiliac joints bilaterally. Negative SI joint provocative tests, compression, pelvic rock, 
thigh thrust. Hip mobility bilaterally within normal for age. There is minimal greater trochanteric 
tenderness bilaterally. Prone IR is equivocal for gluteal and hamstring flexibility. Normal neurological 
exam with exception of decreased sensation over the right flank dermatomes. Full strength 5/5 in the 
upper and lower extremities. Normal tone, sensation, and 2/4 reflexes throughout. Babinski reflex is 
down going bilaterally. Gait was antalgic, wide stance. He had difficulty getting up from sitting to 
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standing and getting up from lying to sitting today. He was able to heel walk and tip toe walk without 
weakness. Neurovascularly intact. Pulses in the lower extremities 2+ and symmetric. 


DIAGNOSES: 

Severe multilevel cervical spondylosis with intermittent C6 radicular pain 
Multilevel thoracic spondylosis 

Lumbar spine spondylosis 

Chronic severe regional myofascial pain 

Chronic severe pain centralization 

Severe physical deconditioning 

Adjustment disorder 

Mood disturbance 

Sleep disturbance 


IMPRESSION: After acquiring a clear history and fully examining Mr. Jirasek it is obvious he has 
significant pain that has affected his quality of life and impacted him physically with post traumatic pain, 
deconditioning and mental hardship. There is likely some component of centralized pain and 
development of dysfunctional pain feedback loops that may result in maintenance of symptoms 
whereby pain and emotional factors with the interaction of these symptoms strengthens to the point 
that pain persist despite minimal physical findings. It is difficult to determine persisting symptoms as the 
result of soft tissue and neurogenic factors or psychogenic factors. Thus it is very important to learn 
remediation and coping strategies and have psychosocial profile addressed. Given the physical 
deconditioning that has occurred it is imperative he becomes more physically active. Water therapy will 
likely be the best option and progress with a physical therapist and/or kinesiologist to assist with land 
based exercise program that can be progressed slowly er patient tolerance. As he becomes more 
physically strong this can help reduce some of the myofascial and mechanical pain. 


Today he has significant myofascial taut bands with hypertonicity or spasms Patient would likely benefit 
from myofascial release to address tension of the thoracic spine. | discussed description of the 
procedure, potential risks, benefits, treatment options and alternatives. Patient was agreeable with 
verbal consent. 


PROCEDURE: Myofascial trigger point injections of T8-L5 paraspinals BILATERALLY with 4cc lidocaine 
1% 


DESCRIPTION: Patient was placed in supine and prone positions. Trigger points were identified by 
palpation. Skin was marked. Clean technique was utilized. Using ChloraPrep skin times three. Needle 
fenestration and injection with O.1cc of injectate at each trigger point with good trigger release. 


Post needling re-examination with reduced back spasms and improved upright posture, lumbar 
extension and rotation much improved. Patient was moving during the procedure and TPI was limited. 


RECOMMENDATIONS /PLAN: I have carefully explained the current diagnoses, imaging, the reasons 
for them, and the treatment plan and alternative options. Mr. Jirasek will need multimodal, 
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multidisciplinary approach for his management. This includes pain education and counselling. We 
discussed referral to CPRI for pain edcation, neuroscience education and 1:1 and group counseling. He 
will consider this as he states he did some of these classes at Change pain. 

Optimization of medications for both pain and mood. Consideration for COX 2 selective NSAID for 
joint pain and degenerative changes. Muscle relaxants and pain modulators were also discussed. Pain 
and mood modulating medications that can be considered include amitriptyline, cymbalta, gabapentin, 
lyrica. Further treatments can include myofascial soft tissue release manually with physiotherapy, 
massage. Needling techniques can be further explored including trigger point injections or intra- 
muscular stimulation with physiotherapy or acupuncture. These all serve to desensitize taut bands and 
improved circulation and stiffness, mobility. we also discussed modalities such as heat, ice and 
ultrasound, massage. He would benefit from seeing a therapist that can help with desensitization 
techniques to reduce flank sensitivity and pain perception and threshold. Further interventional 
procedures can include ultrasound guided intercostal nerve block and if successful intercostal nerve 
steroid injection. If this is beneficial but not sustained interventional procedure called radiofrequency 
ablation can be tried. In addition thoracic selective nerve root blocks can also be considered. 


First line of recommended treatment would be non-operative, symptomatic conservative care including 
stretching, physical therapy, oral NSAIDs, muscle relaxants and trigger point injections. Depending on 
his response to medications and a few sessions of trigger point injections then he would likely benefit 
from pain education and physiotherapy and/or kinesiology for further conditioning. My primary initial 
goals are to reduce pain and inflammation followed by regaining flexibility with trigger point injections 
and stretching followed by increasing his exercise tolerance and thoracic and lumbopelvic 
strengthening. We also discussed the importance of stress management, routine stretching and regular 
low impact exercise. 


1) Advised to start home lumbar rehabilitation program. Handouts on low back rehab exercises were 
provided today. 


2) Medications: Advised to start short trial of Meloxicam 15mg once daily with food concurrent with 
tizanidine 2-4mg at bedtime for 2 weeks for pain then after trial to be taken as needed. The 
medications are for inflammation and muscle relaxation respectively. NSAID precautions were 
discussed. 


3) Activity: Progressive activity as tolerated. | counseled the patient on the importance of starting 
more physical activity. Advised to start with low impact exercise, proper body mechanics and proper 
posture. We discussed to start with aerobic exercise for 10 minutes 2-3 times per week. We also 
discussed walking program 10 minutes every other day and progress as tolerated. We discussed 
gradually as he gets stronger and more physically able to start tracking and monitoring maximum heart 
rate with goal to achieve 70-80% heart rate maximum for this duration to provide endogenous release 
of pain-relieving neurotransmitters. 


4) We discussed avoidance of aggravating factors such as avoidance of prolonged static postures such 


as extended sitting or standing, and if unavoidable to take mini breaks and have good ergonomics. | 
encouraged to pace activities and change positions frequently and stretch throughout the day. | 
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discussed back care is lifelong. 


4) Follow up in 2-3 months. 


Thank you once again for the referral and for having me involved in the care of this patient. 


Sincerely, 
Tanya Cabrita, MD, FAAMPR 


Physiatry and Sports Medicine Specialist 
Clinical Instructor, UBC 


PHYSICAL EXAM 


The patient was diagnosed with: OTHER AND UNSPECIFIED DISORDERS OF BACK - THORACIC OR 
LUMBOSACRAL NEURITIS OR RADICULITIS NOS 


ASSESSMENT AND PLAN 
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